globe, between the vitreous and the retina, of limited extent and slightly yellowish in appearance. This, I am sure, is exudative ratherthan infective in origin, and clears up gradually during the postoperative period in hospital, leaving no residual vitreous opacity.
I have always felt that with the more complicated techniques which are now in use for retinal detachment surgery, the more difficult cases should be referred to detachment centres. Although no one would claim that the overall results of detachment surgery are improving to any significant extent, many cases which would previously not have been attempted are now operated upon, some with unexpectedly rewarding results. In view of this I feel that retinal detachment units to deal with such cases are inevitable, and that the use of more radical primary procedures, particularly in these cases, will result ultimately in better results. I was very impressed when I went to Canada and the United States in 1963 to see how much retinal detachment surgery is carried out in these conditions. Everett W G & Sharrer M C (1961) Trans. Amer. Acad. Ophthal. Oto-laryng. 65, 197 Manson N (1964) 
Results of the Newer Operations
My subject is the results of modern methods of treatment of simple detachment of the retina. I am impressed by the difficulty in assessing the value of therapy in these cases which is due in part to the absence of standards of cure enabling comparisons to be made. We have tried to create certain standards by the use of a punched card system. The data of 127 eyes operated upon in the years 1960-62 inclusive have been entered upon cards having space for upwards of 160 facts and figures which is the sum of all the possible facets of interest of a case of detachment of the retina. Answers were sought to some forty questions put to the machine and I have only time to consider a few of the more important ones and their implications. This may throw light upon the reasons for our successes and too frequent failures.
The first problem is to decide upon the definition of a cure: how long have we to wait for it? In this study it was decided to take six weeks from the final operation as the best time for the assessment of results. After this interval the patient has been on his feet for a month, he has discarded his pinhole glasses and histologically the inflammatory reaction to the operation has largely subsided. It is true that improvement sometimes takes place after this interval, and also at longer or shorter periods there may be recurrence, but the group of cases in which the retina is back at the end of six weeks constitute the core of our success, for what it is worth.
The cases at this time can be regarded as fully replaced, partially replaced or static. The criterion of a cure is where the retina is wholly in apposition to the choroid, the tear sealed and the field of vision full except where it is encroached upon by areas of choroidoretinal scarring. Sometimes in a large disinsertion there is an effective barrier of scarring with a marginal frill of retina and beyond the remnants of a tear. Such a case is regarded as a cure. Partial replacement does not mean partial cure. This is an unstable condition and improvement to full replacement may occur in a variable time, but more frequently a slow deterioration develops with extinction of useful vision.
Before I give the results I should like to summarize the principles of treatment. They are pre-operative rest with double padding for five days. Where the retina becomes fully replaced light coagulation is applied to the tear. Where there is a residual detachment a diathermy operation is performed with minimum damage to the sclera. Many years ago I abandoned surface diathermy which is destructive and uncertain in its effect. Transcleral diathermy causes dehydration and altered conductivity of the sclera producing a variable effect upon the choroid and necrosis of the sclera which militates against final success. A surgery of access to the choroid is needed and this involves raising a scleral flap, the application of diathermy to the thin lamella, its trephining and perforation of the exposed choroid to obtain maximum evacuation of subretinal fluid. If the retina is flat at the end of this procedure the scleral flap is simply replaced. If a detachment remains it is assumed that there is some shrinkage of the vitreous and vitreoretinal adhesions and the flap is extended and mattress sutures are inserted through its base to obtain scleral shortening. In 127 eyes operated upon the retina was replaced in 51 cases (40(%) six weeks after the final operation. The subsequent course of these cases shows that at the last entry in the notes the total replacements had risen to 73 (57 %). Thus 16 % of cases become replaced at varying intervals after the six-week interval from the final operation. This figure is of some prognostic value. Table 1 shows that the cases drawn from Leeds and neighbourhood are better than those coming from other centres and regions in which a third of the cases had had previous treatment. These figures cannot be compared with those series in which, for example, the criterion is a clinical cure without qualifications. This series is unselected and only rarely, on mental grounds or when the patient decided to have no more treatment, was operation or re-operation not performed. Some of these cases had seven or eight operations, doubtless illustrating their hopelessness but also the relatively nontraumatic character of the surgery. It seems likely that such laborious and lengthy procedures will be replaced by the Arruga type of operation. I like the quotation from Gonin by Hagedoorn at a meeting of this Section in 1962.
It was a message to the Amsterdam Congress 1930: 'Find the tears and close them'. This axiom is fully borne out by our enquiry. Of 31 cases with no hole only 7 were replaced, 9 partially reattached and 14 were static six weeks after the final operation. The result in one case is unknown.
Relationship between Size ofDetachment and Result
Cases were listed when first seen as having one quadrant, two to three quadrants detached or total detachment. Table 2 shows that the chances of success are greatest in the smallest detachment and since time elapsing from the onset of symptoms is one of the factors in determining the size of a detachment Table 3 illustrates that the cases treated earliest have by far the best prognosis.
It seems likely that these background factors may explain the different results obtained as much as questions of surgical technique. It is insufficient merely to state the percentage of cures. Where diagnosis is delayed, or waiting lists hold up admission, or expectant treatment is long pursued in hospital the time factor operates against success. It must be realized that the presence of a detachment causes a widespread reaction throughout the eye, manifested by uveitis, tension effects, acceleration of degenerative changes in the vitreous, and cataract, and there is evidence that replacement of the retina at least arrests these processes. The cases treated earliest needed the least number of operations. The number of operations needed to achieve replacement of the retina in 34 Leeds cases was: one operation in 23 cases, two operations in 9 cases, three operations in 2 cases. Cases drawn from other centres are not included because the number of operations already performed was not always known. 30 I This demonstrates the preponderant role of sclerectomy in the treatment of detachment of the retina today and illustrates the major advance since Gonin. I think that the primacy of this operation emphasizes the importance of the vitreous, the frequency of its degeneration, retraction and the need to bring the retina into contact with the shrunken vitreous gel, and the encircling suture has the same aim. 
Type ofHole Table 4 gives results of operations and relates them to the types of hole. Paufique says in his Bowman Lecture (I 960) that dialysis at the ora serrata gives favourable results. I think that this view may well be justified in younger subjects with a history of trauma but it is not borne out in our relatively small series. A possible explanation is that there are other tears in these cases which are not discovered. At any rate a weakness at one part of the ora demands the most careful scrutiny throughout this area and elsewhere.
Bilateral Detachment Of 127 cases 19 (15%) were bilateral. This is distinctly lower than in other series and suggests that the risk of the onset of detachment in the second eye is quite small, and I have not felt that prophylactic measures on this eye are justified.
Results in Terms of Visual Acuity
The restoration of visual field and degree of mechanical replacement can be assessed with some finality six weeks after the final operation, but this does not apply to visual acuity which frequently continues to improve for many months. With this reservation we find in 127 cases: It has been necessary to omit certain aspects of this problem such as the role of refractive errors, the part trauma plays, the reasons for the delay in the recognition of cases and the complications of detachment surgery, but these points can be quickly cleared up by the machine provided the data have been registered. My conclusion is that by better tabulation of our data and the use of a punched card system we can obtain a much clearer idea of the significance of the various features of this disease, of the prospects of improvement and cure. We find that our present note taking is often inadequate and we propose to devise a note sheet for the entry of all variations capable of easy transfer to a punched card. This will enable us to make comparisons between different methods of treatment and allow us to answer many questions. For instance, I cannot at present state the prognostic differences according to age though I know that 99 of our 127 cases are over 35 years and that the decade 56 to 65 has the largest number of cases. For this statistical method to be effective large numbers of cases are required and for this and other reasons there are good grounds for the concentration of this work in regional centres with special teams and laboratory and research facilities. Since Gonin demonstrated that sealing of retinal breaks was the fundamental principle governing surgery for reattachment of the retina, various techniques have been devised to increase the chances for permanent closure of retinal breaks, both with regard to the apposition of retina and choroid and production ofchorioretinal adhesion. If proper localization of retinal breaks may be assumed, traction exerted on the retina by vitreous structures is the most frequent cause for failure of permanent reattachment of the retina. Minimizing the effects of traction by indenting the choroid increases the chances for success.
Scleral Buckling Techniques
The scleral buckling procedure with an encircling element was developed by Schepens as an outgrowth of attempts to approximate retina and choroid as soon as possible following drainage of subretinal fluid. Also it minimized effects of vitreous traction by producing an optimum permanent indentation at the site of the retinal breaks (Schepens et al. 1957) . A progression of techniques evolved which did this more and more effectively. First was the lamellar resection which produced scleral shortening with no -regard for the retinal breaks, then lamellar scleral resection over the retinal breaks, and then local indentation by implant material or infolded sclera. Implant material beneath an encircling element had the further advantages of regulating the degree of the indentation and of maintaining it permanently.
